ABSTRACT
INTRODUCTION
Until the 1970s, women's health care in Brazil focused on a biological vision with evident emphasis on pregnancy, childbirth and the postpartum period (1) . In 1984, with the creation of the Women's Comprehensive Care Programme (PAISM), the criteria of priorities seemed to expand to beyond the pregnancy-postpartum cycle and included women of other age groups.
As an evolution of the PAISM, the National Policy Plan for Women presented by the Brazilian Government in 2013 also targets improvements for the living conditions and health of women at all the stages of their lives. It also seeks to improve access to means and services for health promotion and prevention, and comprehensive care for women in Brazil, without any form of discrimination (2) . Despite eff orts in the area of women's health, the national public policies mostly focus on the reproductive stages of women's lives. This priority creates a challenge for the expansion of care, especially in relation to menopause when, in addition to the evident changes, chronic and degenerative diseases commonly appear.
The widely used concept of vulnerability has been inserted in the area of health since the 1980s, when it was initially considered in studies about AIDS. In summary, studies of vulnerability seek to understand how individuals and groups of individuals are exposed to a given health condition based on pragmatically constructed syntheses of three analytic dimensions: individual, including biological, behavioural and affective aspects that lead to exposure and susceptibility to a given health condition; social, namely characteristics of socially configured contexts and relationships that overdetermine the programmatic aspects and that consider the way and sense in which technologies that are already operating in these contexts, such as policies, programmes, services and actions, interfere in a given situation (3) . As a member of the Family Health team, the nurse must assist women during all the stages of their lives. The aim of this study is to support nurses and other women's health care professionals by assessing the process of care provided to women over 50 at the Family Health Unit (USF), based on the concepts of programmatic vulnerability.
METHOD
This descriptive and epidemiological study is inserted in the fi eld of assessments of health care services, programmes or projects. The adopted theoretical framework was proposed by Donabedian in the 1960s, and is still widely used due to its simplicity and usefulness (4) . When considering the process, the author proposes the evaluation of activities carried out by the service providers, and compares the employed procedures to established standards. In summary, the necessary procedures are identifi ed and checked to determine whether they were correctly applied. Unnecessary procedures, which can be limited or abandoned, are identifi ed to ensure the economy of resources and increased productivity.
This study was conducted in the municipality of Botucatu, in the south-central region of state of São Paulo, Brazil, with an estimated population in 2012 of 130,183 inhabitants, of which approximately 67,000 were women (5) . The USF elected for this study is located on the outskirts of this municipality.
Of the 790 women aged 50 or over registered at this unit in 2011, 715 were included in the study (90.5%). The other individuals were excluded due to change of address to other municipalities (74 cases), blank medical fi les (29 cases) and death (one case).
To characterize the selected women, social variables, such as schooling, marital status and age were analyzed. Further analysis considered procedures performed from January to December 2010 and three additional aspects, namely disease prevention, health promotion, gynaecological care, and care for chronic diseases.
To assess preventive measures and health promotion, data were collected on medical or nursing consultations (yes/no), type of consultation (scheduled/one-off /both), simultaneous use of a private service and/or health insurance (yes/no), and participation in an educational group activity (yes/no). In the area of gynaecology, the investigated topics were gynaecological examination (yes/no), clinical breast examination (yes/no), mammography (yes/ no); direct Gram stained vaginal smear (yes/no), cure control based on the results of the Gram stained vaginal smear, when indicated (yes/no), and Pap smears (yes/no). With regard to chronic diseases and considering the specifi c programme for this purpose (HiperDia), the investigated topics were care for arterial hypertension and diabetes based on the variables of diagnosis of hypertension and/or diabetes (yes/no), register in the programme (yes/no), and continued use of medication (yes/no). Additional assessments included recommended tests for women without a pathology, women with hypertension and women with diabetes, namely electrocardiogram, total cholesterol and fractionation, triglycerides, urea, creatinine, fasting blood sugar, complete blood count, potassium and urine (yes/ Rev Gaúcha Enferm. 2015 jun;36(2):21-7. no). For the diabetic women, testing for glycosylated haemoglobin (yes/no) was also assessed.
In the absence of national indicators to assess the quality of care for women in the studied age group, the public municipal policy (6) was used as a basis for the summary indicators. This policy was created according to the National Policy for Women's Health (2) and the National Policy of Elderly People and Aging (7) . The summary indicators are: Proportion of women without a pathology, but with routine and recommended follow-up at the USF, namely a medical or nursing consultation, and an annual electrocardiogram and laboratory tests.
Proportion of women with hypertension registered at the HiperDia Programme with the recommended follow-up, namely a minimum of one doctor's appointment and a nursing consultation per year, and an annual electrocardiogram and laboratory tests.
Proportion of women with diabetes registered at the HiperDia Programme with the recommended follow-up, namely a minimum of one doctor's appointment and a nursing consultation per year, and an annual electrocardiogram and laboratory tests.
Proportion of women who underwent a medical breast examination, a gynaecological examination and a mammography in the 12 months prior to data collection.
For data collection, the main author consulted the medical records of the women and used an instrument that was especially created for this study. After collection, the data were checked, encoded, entered into an Excel spreadsheet, and subsequently analyzed in the Epi Info 6.0 programme. File consistency was checked by comparing the distribution of frequencies in associated issues, with correction of any identifi ed errors.
This research project was approved by the local Research Ethics Committee (Of. 320/2010), and complies with all the standards for research with human beings.
RESULTS
A brief characterization of the women indicated an age range from 50 to 98 years, being that most of the women were over 64 (61.7%). The majority of these women had not fi nished primary school (52.0%) and were married or in a stable relationship (56.4%).
The vast majority of women had attended a medical and/or nursing appointment at the public health care service in the year preceding data collection (81.9%), and 13.7% of these women had only had a one-off consultation. A quarter of the women had used private services and/or health insurance together with the family health care service. Only 11.2% of the women had participated in educational group activities (Table 1) .
In the area of gynaecology, 16.5% had had a gynaecological consultation, 20.7% had undergone a clinical breast examination, and 16.8% had had a mammography. Of the women over 64, 35.1% had had a Pap smear, 13.4% had had a direct Gram stained vaginal smear, and among the women with exam results that showed some alteration, almost half (47.8%) completed cure control after treatment (Table 1 ). In 284 of the studied records, (39.7%), there were no Pap smear results, regardless of the collection date, which shows that this test had never been performed at the health care unit. The last test results on record were three atypical squamous cell results of an undetermined signifi cance, one case of high-level lesions and a case of adenocarcinoma in situ, being that four of these fi ve cases had occurred in women over 64 (data not shown in the table).
In relation to chronic diseases, most women had a diagnosis of hypertension and/or diabetes (70.1%), with a predominance of cases of hypertension (53.7%) in comparison to diabetes (24.2%). Of the women with hypertension and diabetes, only one fi fth (104 women or 20.7%) were registered at the HiperDia Programme, which is a governmental initiative to monitor these two chronic diseases ( Table 1) .
The tests conducted on the women without a pathology and on the women with hypertension and diabetes are shown in Table 2 .
Whilst the Botucatu women's care protocol indicates the realization of an annual routine electrocardiogram, coverage was varied: 3.3% among those who had no pathology, 12.0% for women with hypertension and 15.6% for women with diabetes. Among the women with hypertension, coverage of the total cholesterol and fractionation tests was 50.5%, and it was the most frequently performed test. Among the diabetic women, 55.5% underwent fasting blood sugar tests and total cholesterol and fractionation tests. Among the women with no pathology, the most frequent tests were total cholesterol and fractionation, triglycerides, complete blood count and fasting blood sugar, each of which was conducted on 8.9% of the women. Less than 1.0% of women took the recommended set of tests (Table 2) . Table 3 shows the created summary indicators. None of the women without a pathology received the recommended routine care. The protocol, provided by the HiperDia Programme for women with hypertension and diabetes, was followed by less than 1.0% of the women, and 11.9% received the indicated routine gynaecological care ( 
DISCUSSION
In addition to assessing the quality of care for women over 50 at the family health care unit, this study led to the creation of indicators that can be used in other locations and at a national level to assess whether the observed scenario is a local problem or if, as suspected, the detected problems are widespread. It should be noted that the indicators to detect the quality of women's primary health care in the studied age group are not available in the Brazilian programmes, policies and information systems, despite recent eff orts to include them (2) . An important methodological aspect to be considered in the interpretation of these results is the fact that the data were obtained from medical records, since registration defi ciencies may have led to some underestimation of the actions taken. However, numerous Brazilian evaluative studies are based on data from medical records (8) (9) . The analysis of the care process, which is the main focus of this study, highlights various aspects of programmatic vulnerability. In the work process of primary care teams, especially those that adopt the family health strategy, collective community actions and group activities are some of the essential resources for the provision of quality care. However, the participation of women in these types of actions/activities was very limited. Only 11.2% of the women said they participate in educational groups, which could have helped to establish a bond that complements individual consultation and enables the exchanging of information and the provision of guidance and health education. Thus, this strategy should be further considered by the managers and staff at the USF in order to ensure it is more eff ectively and refl exively employed.
It was observed that most of the women had had oneoff consultations (66.1%), and some had exclusively sought this type of care. This reveals some carelessness with the promotion of health, since one-off consultations are characterized by the presence of complaints that justify care and the correct conduct of medical professionals to solve or minimize these complaints until programmatic care is full provided, with all the related preventive and health care promotion actions. Whilst one fourth of the women also received care from a private service, the characteristics of these services in the municipality imply that the off ered health care promotion actions are even more limited.
Home visits, with the exclusion of visitations from community health care agents, were rare events and were only reported for less than 10.0% of the women. Home visits should be planned by the team in order to address the specifi c needs of users. They are off ered to support intervention in the health-sickness process of individuals or for the planning of actions that promote collective health (7, 10) . Once again, this type of action was not a priority with regard to families with women over 50.
Hypertension and diabetes were frequently identifi ed pathologies. However, only two out of every 10 women with hypertension and/or diabetes were registered at the HiperDia. Chronic diseases, such as those mentioned above, have gradually increased in Brazil in the over-40s population, and frequently result in complications and early retirement (11) . To counterbalance the lack of regular monitoring, the continued use of medication was very frequent (68.3%). In Brazil, an estimated 35% of drugs are self-administered, which accounts for 27% of intoxications and 16% of deaths caused by drug-related intoxications. Furthermore, 50% of all medication is prescribed, sold or used inappropriately (12) . Whilst this study design did not assess whether medication was prescribed or sold correctly, use of medication did not seem excessive, since 70.1% of the women had diagnosed hypertension and diabetes that often require this type of treatment. However, considering the low coverage of programmatic consultations, it can be assumed that many drugs are used without regular monitoring.
In the area of gynaecology, the situation was far from ideal although better indicators were expected in this area given the traditional priority this type of care is given at the primary care units in relation to women's health. Pap smear coverage during the year preceding data collection was low even in the priority age range (64 or under). Almost 40% of
Summary Indicators N %
Clinical breast examination, gynaecological examination and mammography 85 11.9
Women with hypertension registered at the HiperDia and recommended follow-up 3 0.8
Women with diabetes registered at the HiperDia and recommended follow-up 1 0.6
Absence of pathology and routine follow-up at the Unit 0 0.0 women had no record of smear tests, suggesting the possibility that in the primary care unit of reference where the study was conducted, cytological samples were not collected. This is especially relevant since the test is simple, cheap, non-invasive and highly accurate. This also reveals that the USF must take action to change this picture. In addition to the problem of coverage, results analysis of the last tests found two alterations and three possible alterations. Although the two cases with alterations were referred for treatment, additional tests were not scheduled for all of the suspected cases. The medical records did not contain any reference to treatment and follow-up of cases, although the women were still receiving care at the USF for other health problems. Another noteworthy aspect is that four of the fi ve women with cytological alterations or suspicion of alterations were above the priority age range and may not have been tested, which reveals another aspect of programmatic vulnerability.
Data related to gynaecological cancer prevention indicate faults in relation to the comprehensiveness of the provided care. A qualitative study on cervical cancer conducted in southern Brazil showed that the provision of comprehensive care for women implies the acknowledgment of an action-based logic that considers their individual and collective needs within their social context (13) , which could be favoured at the studied family health care units. In this sense, actions that seek to expand coverage and follow-up should be implemented. This includes the active pursuit of women who have never had Pap smears and who fail to appear at medical appointments. Strategies that guarantee referrals and counter-referrals when necessary should also be implemented.
Considering that one of the main complaints in gynaecology outpatient units is vaginal discharge, the studied unit deployed the routine collection of Gram stained vaginal smears in 2010. However, the coverage of this test was very low (13.4%) and cure control, which should be initiated 40 days after the end of treatment, occurred in less than half of the cases that required this control.
Results of the care assessment summary, in all the analyzed aspects, were alarming and showed a total discrepancy with the municipal policy of women's health (6) . Familiarity with these aspects is the fi rst step for health care teams in general, and specifi cally for nursing teams, to review their planning in order to implement actions that can comprehensively improve the care off ered to women over 50.
In the area of gynaecology, only one in 10 women had had breast examinations, a medical gynaecological examination and a mammography in the year preceding data collection. This unfavourable situation for the detection of breast cancer is maintained, although this is the most feared type of neoplasia among women due to the high frequency rates and the associated emotional eff ects that aff ect their perception of sexuality and their self image. The Southeast region of Brazil has the highest incidence and ranks fi rst in cancer mortality rates among women. It is unquestionable that health care units must include actions that enable early detection and the appropriate treatment for cancer. According to criteria of the Brazilian Ministry of Health (14) , women in the low risk group and women in the 50 to 69 age group should be tested at least every two years; however, according to the municipal policy (6) , these tests should be annual. Thus, the scarce evidence of mammographies reveals the level of personal and programmatic vulnerability to which these women are exposed.
The process summary indicators proposed in this study related to hypertension and diabetes show that, although the individual analysis of consultations and/or recommended testing was reasonable, the set of recommended actions was poorly observed and only provided to less than 1% of the studied women. The USF should eff ectively implement the HiperDia Programme and include all the actions that will enforce the adoption of a healthy lifestyle, since excess weight, an inadequate diet, and a sedentary lifestyle contribute to the appearance of complications related to chronic illnesses (15) . The municipal policy also includes the proposal of routine annual care for healthy adults from the age of 40 (6) . However, none of the studied women had had the recommended consultations or tests. The fact that natural aging should not be treated as a disease is widely acknowledged, and unnecessary tests and treatment due to the signs and symptoms that can be easily explained by senescence should be avoided. However, not all alterations that occur at this stage of life are the result of natural aging, and regular checkups ensure the prevention, early detection and treatment of complications (1) . Consequently, the care process for women must be reviewed, from the education of future workers to the training of those who are already inserted in the practice fi eld. The debate on the health of women aged 50 or over must be introduced in intersectoral actions and the diff erent social equipment, whether institutionalized or not. Such an approach must be demystifi ed and seen as a close reality, given the current epidemiological profi le of Brazil. All management and workers who directly provide care must be committed to the proposal of the National Policy Plan for Women (2) , and must continuously seek to empower women to actively participate in changing their own realities.
